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Notice of Patient Payment Responsibilities &

 Financial Responsibility Acceptance Form
We appreciate the opportunity to assist you and your child with clinic or home-based therapy services, and we look forward to providing the highest quality care for your child.

Desert Valley Pediatric Therapy is in network with most commercial insurances (e.g., BlueCross BlueShield, United Healthcare, Aetna and Cigna) and several AHCCCS/Medicaid Plans. We will bill any insurance company on your behalf. 
Every insurance policy is different. It is your responsibility to understand the specific terms of your policy. If you do have coverage, please be sure you understand possible restrictions such as the number of sessions allowed per calendar year, frequency and duration of allowable services, and plan exclusions that limit coverage to specific diagnostic codes. Please be especially aware of your deductible. Desert Valley Pediatric Therapy will attempt to provide you with the most accurate information regarding your benefits, deductible, and co-insurance or copays for services including potential out-of-network costs (if applicable). We cannot, however, guarantee coverage or payment by any insurance provider. Thus, you are financially responsible for any rendered services that are not paid by your insurance. This includes the cost of services that were applied to your deductible, co-pays, and co-insurance.
Our private rate for all ongoing home-based therapy is $95.00 per hour. Evaluations are $250.00. We do offer a discount for clinic-based speech and feeding therapy, which is billed at $75.00 per hour. We may also have opportunities for group-based therapy in our clinic which is billed at $50 per hour.
For out-of-network plans, regardless of the amount applied to your deductible, you will not be charged more than our private pay rate. Please be advised you will be charged the private pay rate for services if you forego billing your insurance provider or if your insurance denies payment for any reason (to include reaching your benefit maximum). 
The fact that your insurance may not pay for a particular service does not mean you should not receive it. Please feel free to ask any questions or express concerns that you may have on this subject.  The purpose of this form is to help you make an informed choice about whether you want to receive these services knowing that you might have to pay for them yourself. 
Please sign and return the attached acknowledgement of these billing policies at or before your first appointment. Once received, our therapist can begin providing therapy for your child. Again, we look forward to working with you and your child. 
Should you have any questions regarding our billing policies and procedures, please contact our Billing Manager, Deanna Montalbano at 480-704-5954 or deanna@dvpediatrictherapy.com

Notice of Patient Payment Responsibilities

I hereby acknowledge that I have been presented with a copy of Desert Valley Pediatric Therapy, Inc. Notice of Patient Payment Responsibilities. I have read this notice and understand I may be billed for partial or full payment of the therapy services provided.

Signature of Parent or Guardian:____________________________________________________

Printed name of Parent or Guardian:_________________________________________________

Printed name of Patient:_____________________________________________________

Date:____________________________________________________________________

Financial Responsibility Acceptance

Please initial below and then, and then sign and date below.

____Yes, I understand that:

· My insurance will not make a final determination whether to pay for a service until that service is rendered and the facility submits a claim to be processed.

· My insurance will decide whether to pay based on the claim that my provider submits, any supporting medical records, the terms of my benefit plan, and my insurance’s medical policy guidelines.

· If my insurance denies payment, I will have to pay for the full amount of these services myself, and I agree to be personally and fully responsible for payment.

· I can appeal my insurance’s decision.

· If my insurance does pay after appeal, Desert Valley Pediatric Therapy will refund to me any advance payments I made to DVPT that are due to me.

Signature of patient or person acting on patient’s behalf
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